Forty-one couples facing the prospect of separation by death were followed up from the time of admission to a continuing care unit through death of the patient to an interview with the bereaved spouse. Half the patients were found to have anxiety or depression or both, usually as a result of failure to cope with specific difficulties. These fell into four groups: unsatisfactory communication, direct effects of illness and treatment, failure to adjust lifestyles to changing circumstances, and preexisting marital and family problems. 
Introduction
The death of a husband or wife is one of the most stressful events in human life.' Much has been written about morbidity after bereavement2 3 but very little about the effects of a terminal illness on a couple before death. What difficulties do they face and how do they cope with them? Can attention to their psychosocial problems relieve their suffering more fully? This study explored these questions by following up 41 couples from the first admission of the patient to a continuing care unit, through death, to a follow-up interview with the surviving spouse.
Patients and methods
In 1979 and 1980 I assessed and treated when necessary 41 married patients while working as a regular part-time psychiatrist at Sir Michael Sobell House, Oxford. This is a 20-bedded continuing care unit in the grounds of Churchill Hospital, to which patients are referred from other hospitals and from home by their general practitioners. Like other hospices, it is an autonomous unit in many respects, but its work is closely integrated with that of the local hospitals and particularly the oncology services. The emphasis is on developing and using clinical skills to control as completely as possible the symptoms of malignant disease, and to offer medical, social, and psychological support to the patient and to the family. Admissions take place not only in the terminal phase of illness but also earlier if symptoms are not being adequately controlled elsewhere. Some patients go home for long periods; some are readmitted several times, some come back for terminal care, and others die at home.
The patients in this study fell into three groups. Twenty-nine patients were referred by other staff members for various reasons (table I) because their problems were not responding to the usual care given in the unit. Since patients aged under 40 seem to be particularly distressed by terminal illness, it has been the policy in the unit for some years to refer them routinely; 10 of the 29 were in this age group and only one had no obvious problems at the time of referral. Ten Once the study began, however, the designated and exceptional groups were found to be too small to study separately. Furthermore, at least four "designated" patients had problems that would have led to referral had they been recognised earlier. The exceptional couples lived up to their name, and three others (2 referred, 1 designated) also coped unusually well with at least some of the problems confronting them. In the end the groups were amalgamated for the purposes of description.
Assessment and management
Patients were interviewed using a standard form designed for this research. After an initial discussion a detailed history of the illness was taken, concentrating on what was said about it, by whom and to whom, and how the patient and others felt. Details of the immediate family were recorded and an assessment made of who were the most supportive figures and who were perceived as dependent. The mental state was assessed and a diagnosis of psychiatric illness made or excluded. Hallucinations were asked about specifically as they are common in terminal illness and are often concealed by the patient.
At the end of the interview a list of problems was compiled, often with the co-operation of the patient, and further action planned, such as further exploration of the problem with the patient and the giving of more information if he required it, arranging interviews with other family members separately or together or both, and recommending changes in treatment.
The spouse was then seen and the history taken in a similar form, new problems being added to the list if necessary. The spouse was asked how much the daily life of the family was affected by the illness. Often husband or wife or both were asked about previous life crises, such as death of parents or serious illness, to understand how they usually coped with trouble. An impression of the quality of the marriage emerged here.
The results of initial assessment were discussed with medical and nursing staff so that a co-ordinated plan of management could be made. Goals were set out on the problem sheet. The psychiatrist continued to meet the patient and family members as often as necessary and progress was followed until death. Some patients were discharged home for weeks or months, and eight died there, cared for by their general practitioner and his team, usually with the support of the home care sister from the unit. At the end of two years all but two of the patients had died, and 35 of the 39 bereaved spouses had been interviewed. Those interviews, which took place about a month after the death, included an assessment of how the spouse and family were now coping and a review of the whole management.
Nineteen patients were men and 22 women with ages from 25 to 77, evenly distributed. The duration of marriage ranged from two years nine months to 54 years. Occupations varied, from university don to unskilled worker. All but one had malignant disease. The duration of illness from first symptom to death ranged from three months to 12 years: about half the patients had an illness lasting six months to two years.
RESULTS
The reasons for referral are shown in table I; some patients were referred for two or more reasons. and an anxiety state, respectively, and felt competent to manage them without additional help. Much of the work done by the psychiatrist was concerned with the alleviation of distress caused by problems that were not strictly psychiatric. Five patients presented no problems for intervention. They and others were encouraged to talk about difficulties they had encountered and handled either by themselves or with the help of others before admission. The patients who coped best were not necessarily the ones with the least problems, but rather those who were most supported by others or who had the resources to overcome their difficulties alone.
The problems presented by the 36 other patients have been divided for the sake of a more orderly presentation into the four groups set out in table III. The number of problems presented by an individual ranged from one to eight. 
The issue of whether or not to continue with treatment came up with six couples. The doctor has to take care that his therapeutic enthusiasm is not influenced by his reluctance to acknowledge that his treatment can no longer be beneficial. Patients also have mixed motives. To continue treatment that has serious side effects and almost no hope of benefit may reflect a genuine wish of a young parent to fight until the end, but it may also be motivated by fear of death or guilt at abandoning the family. When a patient decides to stop fighting it may be more than just resignation. It can be a positive choice, knowing that symptomatic treatment may enable him to feel reasonably well at least for a short time and to do a few things that are important to him and his family. Thus he rounds off his life more satisfactorily, and his relatives often have some good memories of the terminal illness that help to ease the pain of the loss. 
Adjustment reactions to change in role
Almost every patient spoke of occasions when they had to accept that the illness was forcing them-and their partners-to make major changes in their way of life. Most managed this fairly smoothly, and some couples even felt they were drawn closer. Others failed to adapt. For instance, different couples spoke of their reaction to the realisation that the husband could no longer drive the car and that the wife should learn to do so. Usually the husband felt angry and frustrated that his wife was taking over something he had always enjoyed. If he became able to accept this both took pride in her new skill and recognised that she was better prepared for widowhood. If his resentment persisted she was likely to become discouraged and give up the attempt.
Changes in the level of dependency are difficult to make smoothly. A few of the younger patients remained defiantly independent almost up to death, whereas others accepted the suggestion that they had put up a good fight and that they might get more out of the life that remained if they relaxed and let others help them. At the other extreme there were those who gave up too soon. Occasionally the spouse may impose the sick role on the patient. One husband, when told that his wife had breast cancer, assumed that she would live longer and feel better if he took over all the housework and let her rest. She then felt redundant and useless at home; they needed help to work out a better way to share the tasks. Conversely, denial of the seriousness of the illness leads to rejection of the sick role by patient or family. A mother in this study became exhausted in her struggle to maintain standards, and the family complained that she did not do as much for them as usual. She deliberately concealed her feelings from the family in order to spare them suffering; then she blamed them for not seeing how ill she was. At follow-up, her husband was very angry that she had denied him the opportunity to comfort her during her last months.
As death approaches some patients prepare for separation by withdrawing. They no longer want to hear news, and ask for visits to be less frequent. 
Discussion
Mention must be made of the place of psychotropic drugs in this setting, where they are used not only for their specific effects but also as antiemetics, co-analgesics, and muscle relaxants. Any attempt to assess the contribution of these drugs to the overall improvement that many of the patients showed is beyond the scope of this paper.
The exceptional couples in this study, and many others, adapted well to changing circumstances. They reported periods of stress to which they responded by mutual support, recognising the nature of their problems and working out ways of solving them. Many spoke of the help they had received before admission from their general practitioner and other professionals, and from family or friends. Other couples responded in inappropriate ways that increased their suffering. Psychotherapy helped them considerably. Many were resilient and capable of change even in the last weeks of their lives. When they were shown how they could help themselves and each other they did so, and discovered new strengths and closeness. Others could go on coping only in familiar ways. Here the focus of therapy was with the family, helping them to understand the patient and accept him as he was. This also brought about some resolution of conflict and contributed to a peaceful death.
Among the couples in this study those most at risk were the under-40s, especially those whose children and parents both 17 OCTOBER 1981 needed them. Marital problems, isolation or estrangement from the extended family, poor communication, and underlying personality disorder all increased a couple's difficulties. It is part of human nature to be able to cope with death and bereavement. When coping fails we should not turn away or offer only symptomatic treatment. Rather we should look for a cause, and help the couple to overcome it, relieving unnecessary suffering so that the natural adjustment can proceed and equilibrium be restored. 
Epidemiology
Well over 250 million people dwelling in the tropics are exposed to infection with these parasites. By far the greatest numbers of patients with W bancrofti are found in India, but the disease is also found in many other Asian countries (Sri Lanka, Bangladesh, Burma, Thailand, Malaysia, Indonesia, China, Philippines, and New Guinea); in tropical parts of Africa and adjacent islands; in Egypt; in many Pacific islands; and to a less extent in parts of Central and South America and the West Indies. Infections with B malayi are more restricted. They are most numerous in Indonesia (where B timori also occurs) as well as in Malaysia, India, China, Thailand, Vietnam, Philippines, and South Korea.
Although a high proportion of infections may be clinically silent, there are many millions of people with patent microfilaraemia, who are capable of spreading the parasite, and probably almost as many who suffer intermittently or permanently from some pathological manifestation of the parasite acute and subacute manifestations of adenolymphangitis and filarial fever or chronic manifestations of hydrocoele, elephantiasis, chyluria, etc.
The immature and adult worms of all three species (4-10 cm long) live in the lymphatic vessels and nodes and are responsible for almost all the pathology of the infection. They produce microfilariae that invade the blood and which, when ingested by appropriate mosquitos, may develop over 10-12 days to infective larvae, transmissible when the insect bites again. The 
